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DEPARTMENT OF PUBLIC HEALTH ANO WELFARE  STATE FILE NUMBER

MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH gozn?

- - —
Registration District No. o cnaa L 52 55 _ Primary Registration District No. Registrar's No, oana. s ST

DO NOT WRITE ‘ .
owmisss MR | e Ery MY 787985
1. PLACE OF DEATH | 2. USUAL RESIDENCE (Whure deceasad lived. If institution: Residence before
VS 300 5. COUNTY ﬁ)}uwn_ a srmzm Vo asownd b COUNTY ,70:‘U‘!A0n. admission)
Rev. 4/59 B. CITY (If outside corporate limifs, give TOWNSHIP only) Length of stay in 16 <. CITY Tnaide Limits

TOWN (hilhowee  tup 27 yeara om  (hilhowee : Yer O Ngf3y
<. T-l%éPTTAATEOgF {If NOT in hospital, givo lacation) Insida Limits d:;%%?ss {If cutside, give location) Reside on Farm
INSTITUTION Home 4 miles 5,6, YO Ne G Runal Rouie # Yes 1 No [
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeer
(Tvoe or prion} Helen Louise Adain DEATH M 2 /1965
5, SEX 6. COLOR OR RACE 7, MarriedXJ" Never Married [ 8. 777373}9"1 9. AGE (last birthday) | IF UNDER } YEAR IF UNDER 24 HR

1 . Widowed (] Diverced [ Months | Days Houwrs Min.
Fenale White
10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stale or country} | 12. CITIZEN OF WHAT COUNTRY

}/Ow&ﬂrréwnrking life, even if ratired) X qzem (az_j.é(_e /H.LAAOU/?_ U 5‘ )4.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Pearl Vood Mary Smith

15, WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT

{Yes, nmx unknown]] (H ves, give war or dates of service) fm 4 5 (‘;' ,l ! wee. /n .

18. CAUSE OF DEATH (Enter only one cause per line for (6], (O}, Brid (). INTERVAL BETWEEN
P ONSET AND DEATH

ART |. DEATH WAS CAUSED BY: . , -

IMMEDIATE CAUSE {2) n,_Q_L_A_Id_Lh l , 'HfﬂV‘ CT oM - : { ‘mm_:_d._

Conditions, if any,]  DUE TO (b) ﬂm_n_aLy_AJ:T_ﬁ_r_y_O_(_;_Lujl (il )
which gave rise to

shova cause (a),

u?ﬁng the under- DUE 10 (0) ’ C) c ros! 5

lying cause last.

PART [I. OTHER SIGNIFICANT CONDITIONS CORTRIBUTING TO DEATH but not related 1o the terminal PART Il. If deccased was  femala was
disease condition given in PART | {a) there & pregnancy in |ast 90 days.

enave Cardiovaseylar Diseasel  Tove [ v [aumm

19. WAS AUTOPSY | 20a. A CDD SIICIDE HOM&CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1| of item 18.)
a

PERFORMED?
YES [0 NO

20c, TIME OF  Hou Month, Day, Yeer |
INJURY am.
p.m.

20d, INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or sbout homa, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK (J farm, factory, street, office bidg., eic.)
NOT WHILE AT WORK (J
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DOCUMENT

e T A iy e ot i,

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

and last saw :un alive on,

/2 4041”2& the date ra:ed above, and to the be:a of mﬁnowledgn. from the causes ststed.

egras or titla) 22&\;@%571 JQM bu» \!}D‘t‘mr‘ 72 DATE SIGNE
20 D (0 aunom e (s

r
23b. DATE 3c. NAME OF CEMETERY OR CREMATORY

5/ 22/, Sun Aot Hill

24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG.

(-c;o/z Funenal fome, (hilhowee, flo, %M 23 ’iﬁ’d'. .
n Reverse Side) M

{Licensed Embalmer’s S1atemen

21. | attended the degpased from.

Daath occurregyfat. -
P A |

USE BLACK INK

TYPEWRITER RIBRON
SHOULD READ

e et e e i T e e s

BY AFFIDAVIT OF

ITEM NO.

ARG




STATEMENT BY LiCENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by i . Student Embalmer No.

werking under my personal supervision. o
Student . Signed W
Signature of Student Embalmer a r -
J'& ——
Licensed Embalmer No. EZZ J

[

P. O. Address de—% /o

Note:-. Ther above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (Failure to comply
with the above®constitutes grounds far revocation of license).

If embalmed by a STUDENT, he also shall sign in his OQWN handwriting.

If this body is not embalmed, fact should be s0 stated above.




